The most likely source of infection was stagnation within the afferent loop (Wirts & Goldstein 1963) . At laparotomy, Mr R H Franklin found an extremely long and distended afferent loop which he was able to correct by conversion to a Billroth I gastrectomy. Her response to surgery was dramatic. She gained 5 stone in weight and has been transformed into a fit and healthy woman. Serum proteins and intestinal function tests are now entirely normal. She weighs over 12 stone and has been placed on a reducing diet.
Summary
Hypoalbuminxamia is a complication in some patients following gastrectomy and is due to a failure of synthesis of albumin by the liver. It is not usually due to albumin loss into the gut as in most other forms of intestinal hypoproteinemia. The faecal nitrogen may be high but this may not be the sole cause of diminished albumin synthesis. Dietary deficiency is important in some patients and intercurrent infection may be a factor in others. Bacterial infection of a stagnant afferent loop may occasionally be of paramount importance. (1961) Gut 2, 123 Jeejeebboy K N, Stewart J, Evans E A & Booth C C (1964) Gut (in press) Klatskin G (1956) The Place of Surgery in the Treatment of the Postgastrectomy Syndromes The experience of Professor F A R Stammers and myself, gained from re-operating on 39 patients with different forms ofpostgastrectomy syndrome, has led to the conclusion that the operation of conversion from gastrojejunostomy (Billroth II) to gastroduodenostomy (Billroth I), although of some benefit to the majority, is no panacea for all the various ills which may follow gastrectomy.
All the patients in this series originally had a gastrojejunal (Billroth II) anastomosis, and all the second operations were designed to abolish the afferent loop or to promote its free drainage. The type of syndrome and type of conversion operation are listed in Table 1 . The existence of this syndrome is questioned by some and denied by others. In its florid form it is characterized by the sensation of painful postcibal epigastric distension, beginning soon after eating, lasting about an hour, and relieved only by vomiting. The vomit is approximately 500 ml of clear bile-stained fluid uncontaminated by the provoking meal. Laparotomy reveals a hypertrophied and often convoluted afferent loop with some obvious organic obstruction at, or close to, the stoma. This classic form of the original descriptions (Mimpriss & Birt 1948 , Wells & Welbourn 1951 , Steinberg 1954 ) is relatively rare. It is more common to encounter a patient with some features of this syndrome, yet at laparotomy to find no obvious obstructing organic lesion nor measurable afferent loop hypertrophy. Because of the variability of the clinical picture and the inconsistency of the operative findings, there is no general agreement about the pathogenesis of these variations of the afferent loop syndrome. The explanation of intermittent afferent loop hold-up, with accumulation and then vomiting of bile and pancreatic juice, is probably correct in some cases. However, it does not explain the frequent absence of signs of the effects of intermittent obstruction in the afferent loop, nor the failure of re-operation always to relieve the symptoms.
The symptoms of this syndrome may coincide with those of dumping or be complicated by those of the 'blind loop' syndrome. They are most commonly confused with those of bilious regurgitation due to cardio-aesophageal incompetence. The results of re-operation are shown in Table 2 . Table 2 Results of re-operation for the 'afferent loop syndrome'
Results

No
Some Very
Operation change improvement Good good Conversion from 1
Success 9 The patients classified as showing 'some improvement' after the re-operation were those in whom there was no objective evidence of improvement and in whom similar symptoms were present as before, yet who claimed to have benefited from the re-operation. The benefit usually was that they vomited less frequently, or that the post-cibal distress was less severe than before. These patients cannot be classified as successes. The patients who were classified as 'Good' are those in whom the symptoms of bile vomiting are completely relieved, but some other symptoms persist such as fullness after meals, nausea or regurgitation. All the patients classified as 'Good' or 'Very good' gained weight after their re-operation, whilst none of the patients in the first two categories did so.
Retrospective analysis of the symptomatology of the 'successes' and 'failures' did not reveal any clear-cut differentiation between the two groups, but I am conscious of the limitations of retrospective analyses.
The conclusion to be drawn from this group of patients is that re-operation has been successful in just over half the patients with symptoms of post-cibal distress and bile vomiting. This disappointing result has led to the adoption of more stringent criteria for re-operation and a more prolonged trial of non-operative measures. The dramatic and lasting relief in the 'successes' in this series together with the absence of mortality encourages the continued use of surgery in those patients who are persistently incapacitated. Comparison of the efficacy of the different operations used is not possible due to the small numbers. As the conversion gastrectomy (Billroth II to Billroth I) has the theoretical advantage of abolishing the potential 'blind loop', this operation is favoured despite its greater technical difficulties.
DUMPING
The symptomatology of dumping is well known. The pathogenesis is less well understood, and the various hypotheses are critically reviewed by Moore (1962) . The term 'dumping' is here used to refer to the immediate post-cibal symptoms of sweating, flushing, palpitations and faintness. The important aetiological factors are the rapid 'dumping' of hypertonic fluids into the small bowel where equilibration of tonicity is far more rapid than is absorption from the gut. The resultant net loss of fluid into the gut and the accompanying splanchnic vasodilatation result in gut distension and hypovolkmia which are, in turn, responsible for the symptoms. Lability of the vasomotor system predisposes to the occurrence of symptoms (Hinshaw et al. 1957 ) which are also aggravated by any anaemia or iron deficiency (Wallensten 1955) .
The treatment of 'dumping' is predominantly non-operative. Most patients improve spontaneously; the observant patient learns to avoid hot sweet drinks and fluid meals, the less observant may require guidance from his physician, whilst the fortunate and well-cared-for receive prior advice from their surgeon.
This series contains few patients operated on for the relief of 'dumping', partly because of the satisfactory results from conservative treatment, and partly because the results of surgical treatment have not always been rewarding.
The different operations that may be employed for the relief of 'dumping' are summarized in Table 3 . The results in 6 cases are summarized in Table 4 .
Two of these patients are of particular interest. One patient after conversion had a three-week delay in gastric emptying due to stomal cedema, possibly following a small anastomotic leak. He was cured of the 'dumping' only until the tenth post-operative week, when all the symptoms returned.
A second patient, cured of his 'dumping' by a jejunal interposition, suffered from recurrent ulceration of the jejunal loop persisting even after Section ofMedicine The conclusion to be drawn from this small series is that there is support for the contention that jejunal interposition is the best procedure for the very rare case of a persistent 'dumping' sufficient to warrant re-operation.
METABOLIC DISTURBANCES
Malnutrition and deficiencies of minerals and vitamins are common after partial gastrectomy. The xtiology of these disturbances is beyond the scope of this communication, since their treatment is primarily medical. Surgical treatment is indicated only for the following three reasons: (1) The intestinal 'blind loop' syndrome. (2) The correction of the effects of duodenal by-pass. (3) Enterocolic fistula.
(1) The Intestinal BlindLoop Syndrome The afferent loop of a Billroth II gastrectomy may function as a 'blind loop' (Naish & Capper 1953 , Kinsella et al. 1961 . The important factor in the production of this syndrome appears to be infection of the afferent loop with organisms normally found in the lower intestinal tract (Goldstein et al. 1961) . Malabsorption of fat and vitamin B12 may result as well as disturbances of protein metabolism (Booth et al. 1964) .
The malabsorption syndrome appears to be more likely to develop in those patients in whom (3) Enterocolic Fistula Serious metabolic disturbances follow the perforation of a recurrent gastric or jejunal ulcer into the colon. The disturbances are the result of the colonization of the upper intestine with colonic organisms and respond satisfactorily only to the closure of the fistula. Recurrent ulceration must also be prevented (e.g. by vagotomy).
Results ofRe-operation
Steatorrhaa: Four patients have been operated upon for malnutrition and steatorrheea (all had a fecal fat excretion of more than 10 g per day).
In none of these was there any evidence of vitamin B12 deficiency. All were converted from Billroth II to Billroth I with dramatic improvement, weight gain and return to normal bowel habit. Follow-up has been from two to seven years. Two other patients had poor results from a conversion operation. They were suspected of having pancreatic insufficiency but pancreatic secretion studies were prevented by the gastrojejunal anastomosis. Both had gross steatorrhoea (20 and 80 g per day respectively) and neither was much improved by the re-operation. Pancreatic exocrine insufficiency was later proved.
The observations of Goldstein et al. (1961) are substantiated by our observations on intestinal infection obtained from aspiration of 1 ml of afferent loop contents whenever the opportunity arose at re-operation, in a patient with a Billroth II gastrectomy. In 5 patients with malabsorption afferent loop infection was found, while in 4 control patients with no malabsorption the loop was sterile or had few colonic organisms. The results are shown in Table 5 . Osteomalacia: Four patients were discovered to have osteomalacia at the time of the conversion operation, though in only one was the osteomalacia overt and the indication for surgery. This man had been treated for two years with large doses of calcium and vitamin D with no symptomatic improvement and continued spontaneous Cases 1-5 all had conversion operations for metabolic disorders with malabsorption. Cases 6-9 had no malnutrition and in Cases 8 and 9 the operation was for an indication unrelated to their previous gastrectomy fractures. Two years after conversion to a Billroth I, and after continued antirachitic treatment, he has achieved symptomatic and biochemical normality. Two other patients who had only minor symptoms from bone disease at the time of the conversion gastrectomy received no antirachitic treatment, and within two years both had severe bone pains for which they are now being treated.
In postgastrectomy osteomalacia the benefit from conversion gastrectomy per se is not clear, as the effect of antirachitic treatment alone appears to be very slow in these patients. Anaemia: No patient of ours has required surgical treatment for iron or vitamin B12 deficiency. One patient with subacute combined degeneration of the cord had a 'blind loop' syndrome with failure to absorb a vitamin B12intrinsic factor complex. He has had no reoperation and now remains well on parenteral vitamin B12 therapy. Fistula: Two patients with enterocolic fistula had conversion from Billroth II to Billroth I plus vagotomy. Both have done very well. ATYPICAL SYNDROMES Five patients were submitted to conversion gastrectomy and two to entero-enterostomy with symptoms not typical of 'dumping' or of the 'afferent loop syndrome' and who had no objective evidence of metabolic OThe same two patients are listed under both syndromes. Their symptoms, which persist, are multifactorial *These patients also have pancreatic insufficiency disorder. In most instances the patients were pathetic and of recognized instability; operation was urged on the grounds that 'it might do some good'. In 6 the results were poor and did not justify the re-operation. In the seventh there has been weight gain and obvious gratitude, but a language barrier hinders accurate assessment. Table 6 summarizes the results of all the operations in this series.
